IN discussing the clinical aspects, treatment and prognosis of renal disease it might be well to take these three headings in turn.
The clinical aspects of nephritis can best be understood when viewed from the physiological aspect of renal function. The chief functions of the kidney with which we are concerned clinically are as follows: (1) Excretion of water.
(2) Excretion of salts. (3) Excretion of waste products of metabolism. (4) The maintenance of the normal reaction of the blood.
In nephritis there is always some interference with one or other of these functions and it is on the particular nature of the interference that the clinical manifestations depend. It is obvious that a diminution in the excretion of water will result in cedema. When salt is not properly eliminated we get exactly the same result-a great retention of fluid in the body. This effect of retained salt in producing cedema depends on the fact that a high concentration of salt in the body is exceedingly detrimental to the tissue cells. Consequently, Nature has provided against the possibility of such an event, with the result that when the kidneys are unable to excrete salt, the body retains sufficient water to dilute the retained salt to the optimum concentration. In this way, when excess of salt cannot be eliminated, cedema always results.
The excretion of nitrogenous waste products is a most important renal function, but it is very necessary to realize that this particular function may be very much diminished and yet the excretion of salt and water be but little affected. Disturbances in the mechanism maintaining the normal reaction of the blood are usually associated with the more severe kidney lesions.
THE DIFFERENT VARIETIES OF RENAL DISEASES. A good deal of confusion exists at the present time with regard to the different varieties of renal diseases, but from the clinical point of view there are only three varieties, acute, subacute and chronic nephritis. In acute nephritis the whole of the active kidney substance is thrown out of action and all the renal functions are temporarily in abeyance. This results in such clinical symptoms as diminished excretion of urine, marked cedema, retention of nitrogenous waste products and disturbances in the mechanism maintaining the reaction of the body fluids.
In subacute hydrdmic niephritis only two of the kidney functions are involved. The patient is unable to pass salt and water but there is no interference with the other functions mentioned. Consequently, this variety of disease is characterized by one marked symptom, namely, very intense cedema. Since toxic material and waste products are eliminated as usual there are no cardio-vascular disturbances, no eye changes and no urtemic manifestations. In fact, the only important symptom is the retention of fluid, and since the disease is characterized by the presence of excessive F-MED 1 [November 24, 1925. fluid in the system it is best referred to as hydrwmic nephritis. This is the condition discussed in the text-books under the heading of chronic parenchymatous nephritis. It never becomes chronic, however, but is a subacute condition which either clears up, or almost literally drowns the patient, or passes into chronic renal disease of the type to be discussed immediately. The urine in hydrtemic nephritis always contains an excessive amount of protein.
In chronic niephritis the histology of the kidney may vary considerably, but the system hitherto adopted of classifying chronic renal diseases according to the structural defects in the kidneys can only lead to unnecessary confusion. In every case of chronic disease, no matter what the vetiology mnay be, the clinical results are the same. Chronic renal disease is characterized by a difficulty on the part of the kiidney to excrete the waste products of metabolism. Unlike what obtains in hydremic nephritis there is usually little or no defect in the excretion of water or salt. Consequently, cedema is rare in typical cases of chronic disease, and when present it frequently arises from cardio-vascular disturbances. Since the chief difficulty in this variety of disease is the excretion of nitrogenous end-products, it is best referred to as azotwmic nephritis.
It is most important to remember that hydrwmic nephritis which does not clear up always tends to pass into a condition which is exactly the same as that found in azotiemic nephritis. The cedema tends to disappear, water and salt are excreted fairly well, but nitrogenous waste products are retained. It is this fact that has given rise to so much confusion in the text-book description of chronic parenchymatous nephritis. The exact symptoms found in hydraemic nephritis depend on the stage of the disease. There may be only the one symptom of hydraemia, or sonme hydraemia may persist and all the symptoms of chronic renal disease may be present as well. At this stage the condition has really passed from hydrXmic to azota&nic nephritis and it should be described as such. Consideration of. these points will help very materially in appreciating the various clinical aspects of renal disease.
The treatment of nelphritis can be dealt with very shortly. Nearly all the remedies used in this disease are valueless. The use of diuretics is based on a misconception of the pathological processes present. Generally speaking, diuretics never do any good in renal disease and they should not be used. While it is inadvisable to give much protein food in severe cases of the acute disease, it is certain that the usual custom of cutting down the protein, and frequently, indeed, the whole contents of tlhe diet, to a minimum is wrong treatment. By the help of modern tests the condition of the excretory functions of the kidney can be quite definitely ascertained, and where the excretion of nitrogenous waste is good there is no reason why protein should be greatly restricted. It is not suggested that excessive amounts of protein should be used in ordinary cases, but very frequently the patient who is afflicted with albuminuria and mild chronic renal disease suffers much more from treatment than from his ailment. The diet should be sufficient to maintain normal weight. The old idea that red meat is more injurious than white is a figment of the imagination.
Strange as it may seem, there is no real evidence that protein is in any way injurious to the kidneys. In the course of some experiments carried out in mv laboratory it was found that marked renal changes could be brought about when rabbits were fed on very high protein diet, but that on the addition of a very small amount of green food to the diet these changes very soon disappeared, even when the high protein intake was continued as before.
The use of water to flush out the kidneys in renal disease is also based on an unsubstantial foundation. It is impossible to flush out the diseased kidney, and the introduction of large amounts of fluid only tends to increase the cedema and to embarrass the heart.
The special high protein diet recommended by Epstein is frequently used with success in hydraemic nephritis, but urea given by mouth is equally efficacious in getting rid of the excess of fluid, and probably possesses advantages over protein.
Decapsulation of the kidneys does not appear to be of any value except perhaps in a very few%v special cases.
PROGNOSIS.
Here consideration of the general condition of the patient is often helpful, but rmiodern renal efficiency tests afford the best means by which a rational prognosis can be made. These tests need not be very elaborate or complex, and it is my opinion that the combination of blood-urea estimation and the urea concentration test will in practically all cases afford all the evidence that can be obtained, even when the most elaborate investigation is carried out. Experience has amply proved that when the clinical condition does not agree with the resuLlt of the tests, then the tests are much more reliable. The clinical condition is often deceptive, and the patient on the verge of acute uraemia may be apparently quite fit clinically a few weeks before the uroemic symptoms show themselves. In primary cardio-vascular disease with hiigh blood-pressure the outlook is, of course, much better when the kidneys are not involved. In all such cases it is useful to investigate the functional capacity of the kidney. When, however, the results of renal tests are good it is advisable not to express a very definite opinion until another renal examination is carried out from three to six months later. If, on the second examination, the results of kidney tests are still quite good the prognosis is fairly hopeful. It is noteworthy, however, that very marked renal changes may ensue in apparently healthy kidneys within a few nonths of the advent of the blood-pressure changes.
Dr. LANGDON BROWN said that he found himself in close agreement with Professor MacLean. Fifteen years ago, in opening a discussion on nephritis, before another Section of the Society lhe hiad stated that the orthodox treatment was then based on four principles, eachi of which he believed to contain, and, indeed, to be based on, a fallacy.' These were:
(1) Severe restriction of protein intake. (2) The daily output of urea as a guide to the efficiency of the kidney. (3) "Flushing out " the kidney by diuretics. (4) Elimination by the skin, promoted by various diaphoretic measures.
In the acute stage, when nitrogen retention was usual, he thought that von Noorden's plan of restricting the diet to one of fruit juice and sugar for two to three days gave good results. But during the hydraemic stage the power of the kidney to elimiinate nitrogen was retained as long as the protein intake did not exceed about 96 grm. a day, and th-ere was no need for severe restriction. Indeed, Epstein had gone to the other extreme and advised a diet riclh in proteins. He was not prepared to go as far as this, and preferred, with Professor MacLean, to rely on the natural diuretic of the body, in the form of urea. In the hydraemic stage it was only the excretion of substances that could be useful to the body which was impaired for these the kidney interposed a threshold. When thle, azoteemic stage was reached the general concentrating power of the kidney was impaired, and so all substances, waste or otherwise, were excreted with difficulty. Urea retention therefore occurred and the urine of necessity remained dilute. In this more chronic stage the intake of protein must be more restricted, and extractives should be forbidden. Now that we realized how completely the proteins of the food were broken down into simple amino acids during digestion, we saw that it was itnpossible for proteins to run through, and that it was, therefore, impossible to diminish albuminuria by lowering the protein intake.
(2) Since the greater part of the urea in the urine came from the food, it was naturally diminished when the patient was put on a diet poor in proteins. Yet
